SUMMARY A fit young man of 23 was symptom free until the time of his death despite a narrow complex complete heart block, with resting heart rates down to 35 beats/min, that was first diagnosed when he was 10. The clinical diagnosis remained congenital heart block. Necropsy showed extensive infiltration of the atrioventricular node and proximal bundle by mesothelioma tissue. Pacing had not been advised because of his excellent exercise tolerance. 
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From the *Regional Cardiac Unit and tDepartment of Pathology, Papworth Hospital, Cambridge SUMMARY A fit young man of 23 was symptom free until the time of his death despite a narrow complex complete heart block, with resting heart rates down to 35 beats/min, that was first diagnosed when he was 10 . The clinical diagnosis remained congenital heart block. Necropsy showed extensive infiltration of the atrioventricular node and proximal bundle by mesothelioma tissue. Pacing had not been advised because of his excellent exercise tolerance.
When not associated with other congenital cardiac abnormalities, complete heart block diagnosed early in life is compatible with a responsive cardiac output and long term survival."2 The individual patient's prognosis cannot be known with certainty3 and symptoms such as syncope or impaired effort tolerance are the usual indications for pacing,4 there being an increased incidence of these symptoms after the age of 30 years.5 6 McHenry noted a progressive decrease in resting heart rate as these patients grow older, Hangartner etal (1985) give an upper 95 % confidence interval of 584 g for a normal 80kg man."1 The adhesions were confined to the region of the mid-anterior interventricular groove, the underlying vessels and myocardium being normal. The posterior interatrial septum was slightly thickened by pale soft tissue. The right ventricle and valves were normal. On the left side the atrium, mitral, and aortic valves were normal. The left ventricle was hypertrophied with the thickness of the free wall varying from 18 to 20 mm. The septum was 18 mm thick with mild milky white thickening of the endocardium over the flat basal region.
The atrioventricular node, bundle of His, and proximal bundle branches were dissected out en bloc and serially sliced every 2-3mm. These eight blocks were each cut on their inferior (posterior) faces. Eighteen further blocks were examined, three from the atria, two from the interventricular septum, five from the left ventricular free wall, five from the free wall of the right ventricle, and three that combined myocardium and descending coronary arteries. Electron microscopy was not undertaken because of the interval between death and necropsy and the fact that the heart had been fixed in formol saline before receipt by PGIS.
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Microscopically there was extensive infiltration of the atrioventricular node and proximal bundle by gland-like mesothelioma tissue (fig 2) . This infiltrate was also separating the node from the atrial myocardium. The endocardium of both ventricles was slightly thickened and contained strands of smooth muscle, indicating some degree of longstanding dilatation. The left ventricular muscle was slightly hypertrophied with myocytes up to 25 jig diameter and there was no myocyte disarray. As well as old epicardial adhesions there was some epicardial lymphocytic infiltrate.
Discussion
The clinical diagnosis was congenital heart block and there is no means by which it could have been refined. None of the 50 or so reported cases of mesothelioma of the atrioventricular node has been diagnosed in life.12 The decision not to implant a pacing system was based on the notion that asymptomatic congenital heart block carries a good prognosis and that when sudden death occurs it may be due to ventricular tachycardia or fibrillation.'2
The mode of death in this case was not unheralded syncope but appears to have been consistent with ventricular tachycardia during the recovery period after stenuous exertion-a possibility indicated by Cobbe.4 It may be that formal exercise testing would have shown a tendency to ventricular extrasystoles7 8 13 and it is possible that pacing with a dual chamber or other rate-responsive system would have reduced or abolished it. It may also be that pacing should have been offered because of the clinical, electrocardiographic, radiographic, and echocardiographic indications of left ventricular hypertrophy. In the absence of cardiomyopathy, it is possible that such a system would, over the years, have limited cardiac hypertrophy to a degree that was compatible with the patient's demands for a high cardiac output on exercise and would have afforded some protection against myocardial instability caused by bradycardic underperfusion during the post-exertional phase.
It is most unlikely that the recurrent mild pericarditis played any part in this man's death. None of the multiple sections of the area of the mesothelioma showed any acute event such as a haemorrhage or rupture of a cyst that might have triggered a ventricular tachycardia.
The mesothelioma or adenomatoid tumour of the heart has been recognised as a cause of heart block since the report of Armstrong 
